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A CASE OF MALIGNANT ENDOCARDITIS.1
BY F. C. SHATTUCK, M.D.,
Visiting Physician, Massachusetts General Hospital.
A man, twenty-six years of age, entered my service
at the Massachusetts General Hospital, July 26, 1886.
On entrance, he was so deaf that a complete history
could not be obtained. It was ascertained that he had
long been deaf, but had grown much worse in that re-
spect since his present illness came on. Three months
before entrance he began to lose flesh and strength, and
to have " hot or cold spells," compelling him to give up
work. He later improved somewhat, but was obliged
to give up again two weeks ago, on account of in-
creased weakness. For the past ten days he has had
marked chills, two or more daily. For the past few
days he has vomited every morning. Complains
somewhat of soreness of throat. On entrance he had
a marked chill, lasting an hour, and recurring twice,
accompanied by pain in the praecordial region, which
was relieved by a sinapism. He complained also of pain
in both hips and thighs, and of great restlessness espe-
cially at night. Appetite poor ; bowels constipated.
The patient was fairly
developed, emaciated,
pale ; the tongue was
clean. The fauces were
slightly reddened. He
was unable to walk, but
could stand, and move
his legs freely in bed.There was marked hy-
perœsthesia from the
chest down ; the cutan-
eous and deep reflexes
were exaggerated ; ankle
clonus was present. The
internal viscera gave
negative results to ex-
amination. The mind
was clear.
July 28th. Chills have
recurred twice daily.
Complains of pain in
hips. The apex of the
heart is in the fifth inter-
space, just outsiele the
mammillary line. There
seems to be tenderness
in and above the region
of the apex. The first sound at the apex is dull, and
accompanied by a faint, systolic souffle, which can
be followed toward the pulmonic area. The pulmonic
second is accentuated.
July 29th. During examination, twitching came onin the right, and later in the left arm, with lateral and
upward movements of the eye-balls, and closure of the
lids. The arms were then held in the air, and soon
the convulsive movements extended to the legs, and
became general. The patient cried out, and seemed
to be conscious. The convulsive movements lasted
perhaps ten minutes, and were renewed on striking
the muscles and the patellar tendons.
1 Read at the Section of Clinical Medicine, Pathology, and Hygiene
of the Suffolk District Medical Society, November 10, 1886.
July 31st. The chills continued. The heart's ac-
tion was regular, and the souffle was more distinct,
loudest at the apex. During the visit there was a re-
currence of the convulsive movements noted the 29th,
and again after examination. The face did not change
color. The general condition remained about the
same, except that he was losing strength. There was
a slight yellowish tinge in the skin, but no discolora-
tion of the conjunctivas ; no skin eruption. During
the chills the heart's action was very violent, and the
patient complained of palpitation.
August 2d. The patient was cheerful, mentally
clear, and in no pain. The heart's action was very
feeble, but regular ; the souffle was scarcely audible.
August 3d. The temperature sank to 95° last night,
and remains subnormal. The pulse is regular, but
weak. At 2.30, p. m., he told the nurse a chill was
coming on, turned over in bed, and died.
Autopsy by Dr. Fitz.Spinal cord not examined. Brain showed nothing
abnormal. Heart
—
Pericardium contained some |vi
clear, yellow fluid. At apex of right ventricle, in
front, was a group of several thick, fibrous villi, each
about a quarter of an inch long. Pericardium over
left auricle thickened in spots. Heart increased in
size perhaps one-fourth. Both sides, especially the
right, distended with clotteel blood, differentiated into
red and white portions. Aortic and pulmonic valves
sufficient by hydrostatic test. The two anterior aortic
crescents fused, the septum between thickened and re-
tracted. The curtains thickened. From their ventri-
cular surface projected a fleshy nodule of reddish-yellow
color, as large as a filbert. It was intimately con-
nected with the valve-curtains, whose consistency was
diminished. Both were perforated. The myocardium
contained a round, continuous nodule, also as large as
a filbert, composed of reddish-gray, puriform material.
The other valves showed nothing abnormal. Both
ventricles were moderately dilated, the muscular walls
of the left ventricle thinned, the muscle gray and
opaque. No infectious or other emboli were found,
and the other organs presented no noteworthy changes.
To sum up : A young man, for the past three
months, has suffered from chills and increasing weak-
ness. After careful examination, the conclusion is
reached that the chills are pyasmic, and physical ex-
ploration affords but little information as to the source
of the pyaemia. There is, however, slight cardiac en-
largement, and a souffle at the apex develops and in-
creases under observation. Convulsions appear and
recur, more marked in the trunk and extremities than
in the face, ami the patient dies of exhaustion.
The probable diagnosis of malignant endocarditis
was made the third or fourth day after entrance to the
hospital, and confirmed by the autopsy. This diagno-
sis was reached by exclusion, the symptoms being
thus explained better than in any other way.
The autopsy showed one thing which was indicated
neither by symptoms nor signs during life
—
namely,
an old endocarditis, affecting the aortic valves. The
changes in the valves were marked enough to the eye,
but, inasmuch as they gave rise to no obstruction at,
or régurgitation through the orifice, they had no imme-diate consequences. If a history of rheumatism, with
cardiac complication, had been obtained, as, perhaps,
might have been the case had the extreme cleafness
not prevented communication with the patient in
great measure, the diagnosis would have been still
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more clear ; for it is well known that malignant endo-
carditis is more apt to attack a diseased than a healthy
valve, though the latter is not exempt.2 It is interest-
ing to note that the systolic souffle heard during life hadits maximum intensity in the region of the apex, and was,
consequently, probably dynamic, and quite independ-
ent of the changes in the aortic valves. The spinal
cord was, unfortunately, not examined, so that we re-
main in ignorance as to whether the convulsions were
functional, or dependent on more or less gross lesions
in that centre..
As regards symptoms, malignant endocarditis may
well be characterized as multiform. It may be pri-
mary, bat, in the majority of cases, is secondary. It
may be the origin of a general sepsis ; simply a por-
tion of a general sepsis starting from a wountl or in-jury, the puerperal process, etc. ; or it may develop
during the course of a general disease, such as acute
rheumatism or pneumonia. The first two types,
which were clearly differentiated, were the typhoid
and the pyœmic ; but, as the number of reporteel cases
has increased, the cardiac, the cerebro-spinal and cere-
bral, aud the malarial types have been added, and are
dwelt upon by Osier in his Gulstonian Lectures for
1885. In several instances the affection has been diag-
nosticated as acute yellow atrophy of the liver during
life. In other words, the endocarditic changes may
be foreshadoweel by no direct symptoms, the affection
running its course under the guise of one or another
of the severe infectious diseases. If this fact is borne
in mind, careful and comprehensive stuely will lead to
the accurate diagnosis of some obscure and anomalous
cases. With the greatest care, skill, and knowledge,
however, the diagnosis can, in some cases, be first
made after the patient has reached the post-mortem
table. But the number of these cases will diminish as
the knowledge of the affection becomes more general.The above case is a good illustration of the primary
pyœmic type, and will, I hope, be of special interest
to the Section in connection with the case reported
and the discussion evoked last spring by Dr. GraceWolcott.
CASES OF PERFORATION OF THE APPENDIX
C\l=OE\CI AND OF INTESTINAL OBSTRUCTION.1
BY E. W. CUSHING, M. D.
The first case was a boy eight years old, previouslyin good health, to whom I was called in September, on
a Saturday, finding him with symptoms of acute peri-
tonitis with evidence of fluid in the abdominal cavity.
The history showed that fourteen days previously,
while in good health, the boy had been roughly usedby some of his playmates who laid him in a trench, andplayed they were burying him, by putting a paving
stone on his belly, one of the largest of them seatinghimself on the stone in this position.
The patient seemed hurt internally, and was in bed
one day, but went to school on the third day, staying
there a week, when after some scuffle he had to keep
his bed for two or three days longer. However, he
went to school again on Monday and Tuesday, on
which day he stated that the teacher li licked him like
all sixty ; " on returning home one of his Mentis, four-
1 Read at the Section for Clinical Medicine, Pathology and Hygiene
of the Suffolk District Medical Society, Nov. 10, 1886.
2 Fusion of two of the aortic cusps, a frequent result of sclerotic
changes, was marked in this case.
teen years old, kicked him in the belly, so that he
tloubled up and came in screaming with pain. He went
to bed, but his mother did not recognize the severity
of the case until Friday, and first secured medical ad-
vice on Saturday.Suspecting rupture or injury of the intestine, I ex-plained the imminent danger and advised laparotomy
as a not very hopeful expedient. The mother consent-
ing, Dr. H. O. Marcy was sought in counsel, and he
kindly came with a nurse from our hospital and all
the needed instruments.
After the usual preparations, Dr. Marcy approving
the operation and kindly assisting, I made an incision
in the median liue and removed about a pint of foetid
pus from among the intestines which were quite adhe-
rent and coulel only be separated with difficulty. It
seemed impossible to really search for any rupture
owing to the adhesions, and the cœcum and vermiform
appendix were quite inaccessible. With the irrigator
the thick pus was flushed out of the various pockets,
two drainage-tubes inserted and the abdomen sewed
UP;The little patient came out of the ether well, was
quite comfortable and conscious, but failed and died
the next day. It seemed most probable that the first
injury had given rise to some circumscribed peritonitis
and that the last kick had made this general, perhaps
by rupturing the limiting adhesions. Perforation of the
appendix was not considered at all probable, owing to
the youth of the patient and the clear history of injury.
As the case seemed a clear one of assault, I notified
the medical examiner, Dr. Draper, who laid the facts
before the district attorney.
The latter declined to interfere on the ground that
the fact that the boy continueel to play with the others
who had used him so roughly, showed that he consid-
ered it all as within the limits of "fun," and not as an
assault. No malice was charged. Dr. Draper there-
fore declined to make an autopsy officially.
Dr. Marcy and I made it, however, and found no
rupture of the intestine, but a perforation of the ver-
miform appendix. The latter lay in a sort of abscess
cavity, surrounded by strong adhesions, but communi-
cating with the rest of the abdominal cavity. The
appendix being removed, was found to have a wide
opening or calibre, and in it was a concretion as large
as a pea. Over this was an ulcération of the mucous
membrane communicating with the abdominal cavity
by a fine opening, just large enough to admit a probe.Whether the injury fourteen days before death had
any share in causing the inflammation of the appendix
with subsequent perforation, and whether this was at
first circumscribed and became general after the kick,it is difficult to decide, but on the whole, and in view
of the strength of the adhesions this seems not im-probable. The case is instructive, as is also number
three, in showing how necessary it is in all such oper-
ations to examine the appendix, and how a history of
violence, which may be only a coincidence, should not
lead to hasty conclusion.
Case II. A single woman, with out apparentcause
or error of diet, was taken with a " bilious attack "
with vomiting, some colic, etc., at night. I was
called in the morning and found symptoms of an
ordinary attack of indigestion such as is very common
in summer.
There was, however, an abdominal tumor, reachingfrom two inches to the left of the median line and an
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